Benzodiazepine overdose: are specific antagonists useful?
Benzodiazepines are remarkably non-toxic. Taken alone, even large doses rarely produce serious effects. Self poisoners commonly take mixtures of drugs, however, and benzodiazepines are included in 40% of drug overdoses in Britain.' Because of additive effects large doses of benzodiazepines taken with other depressants may aggravate or precipitate respiratory failure, especially in the elderly or patients with pulmonary disease; they may also add to hypotension and occasionally lead to fatal hypothermia in myxoedema. 2 A patient suspected of having taken benzodiazepines with other drugs producing coma may present diagnostic difficulties. Furthermore, since most benzodiazepines or their metabolites are slowly eliminated, their use may considerably prolong the hospital stay of patients who have taken an overdose. Performance in skilled tasks (including car driving) may be impaired for weeks after apparent recovery from benzodiazepine overdose,' and withdrawal effects such as anxiety, insomnia, and rebound rapid eye movement sleep may be similarly prolonged.3 All these factors increase the burden imposed on health services. Hence an antagonist which rapidly reverses benzodiazepine effects is an interesting prospect.
Many of the effects of benzodiazepines are thought to result from interaction with specific receptors forming part of the postsynaptic y-aminobutyric acid (GABA) receptor complex. Occupation of these sites by benzodiazepines enhances the inhibitory (hyperpolarising) effects of GABA, resulting in sedative, anxiolytic, muscular relaxant, and anticonvulsant actions.i6 Different Community care
For more than 20 years the agreed policy of successive governments has been that mentally ill and mentally handicapped persons should, wherever possible, be cared for in the community-rather than in the large hospitals described in vivid terms by Mr Enoch Powell: "isolated, majestic, imperious, brooded over by the gigantic water tower and chimney combined, rising unmistakably and daunting out of the countryside-the asylums which our forefathers built with such solidity."
The current results of that policy have now been assessed in a detailed report by the House of Commons Social Services Committee (with its majority of Conservative MPs).' While confirming the desirability of the policy the report has an unequivocal message for the government. Community care is not-and never will be-a cheap solution. Indeed if it is to be effective investment will have to be made in buildings, staff, and back up facilities.
Politicians and policy makers have been seduced by the belief that institutional care is more expensive than care in the community and that transfer of patients from hospitals to hostels, sheltered housing, or care by their own families would save money.
The committee's comments on this belief are crucial to an understanding of the failure of the policy. "Savings do not accrue," the report explains, "when a hospital transfers patients elsewhere.... If the more able patients leave staff levels may have to rise to compensate for the unrecorded care service these former patients provided. . . . The scale of reduction required is wards rather than individuals.... In simple terms until you have got the capital from selling all or part of a hospital site you do not have the capital for its whole or partial replacement in terms of hostels or homes within the community." And the staff who used to work in the hospital should be redeployed within the community-again with no financial saving.
The results of closing hospitals ahead of the establishment of equivalent community resources may be seen most clearly in the United States and Italy, the two countries which have moved furthest and fastest in the move towards community care. There the homeless mentally ill have congregated in large cities, sleeping in night shelters, destitute and abandoned. As yet the scale of that problem is smaller in Britain-but the committee found that "there are hundreds if not thousands of mentally ill people living unsupported in the community . . . large numbers are sleeping rough in archways and under railway bridges, some within hailing distance of the Palace of Westminster."
The BMJ gets little satisfaction from saying that "we told you so"-but we have argued consistently and repeatedly since 1966 that community care had to be shown to be more than a politician's catch phrase.2 So too has the BMA. In 1973 we warned that it was difficult to believe that an existence of aimless destitution is preferable to the organised and structured life in a well run mental hosD)ital.3
To its credit, the Social Services Committee makes clear its conviction that there are many patients who still need asylum-in the best sense of that word. Of the 70000 resident patients in mental illness hospitals 48 000 are over the age of 65; and many such hospitals have hundreds of patients who have been there for more than 10 years. Many other patients living in the community are being cared for by their aging parents, but they may eventually need long stay hospital care. Certainly there can be no justification for discharging more patients into communities neither willing nor equipped to accept responsibility for them.
The message for the government from the all party committee is plain-and no doubt unwelcome. Mental illness and handicap will not go away; nor can the care of patients with these disorders be privatised. Community care is the ideal solution for some (but not all) patients-but only if adequate resources are provided-and that will cost more in the short term than keeping patients in long stay hospitals.
Doctors have an ethical obligation to speak out on this issue and remind politicians that the care of its weakest members is the measure by which our society will be judged by future generations.
